Does the information available to the clinical psychologist through his tests and other resources, as in the psychodiagnostic process, provide him with a significant amount of understanding of the patients about whom he is asked to make judgments, descriptive and diagnostic statements, and for whom he is asked to make decisions? This question implies others: (a) if significant insights into patients are possible via the information available to the psychologist, which kinds of data contribute most to an adequate level of understanding, (b) what is the relationship between the amount of data available to the clinician and the degree of insight he achieves, and (c) is it possible to identify most efficient batteries of tests and/or other data. More precisely, we see that it is not only the data themselves in which we are interested but the data as they are used by the psychologist. As Kelly (1954) has noted, the introduction of the human element into the assessment process means that the techniques of assessment (tests, data) have validity which is not independent of the assessor. The problem is, then, one of evaluation of interaction between data and user.
Does the information available to the clinical psychologist through his tests and other resources, as in the psychodiagnostic process, provide him with a significant amount of understanding of the patients about whom he is asked to make judgments, descriptive and diagnostic statements, and for whom he is asked to make decisions? This question implies others: (a) if significant insights into patients are possible via the information available to the psychologist, which kinds of data contribute most to an adequate level of understanding, (b) what is the relationship between the amount of data available to the clinician and the degree of insight he achieves, and (c) is it possible to identify most efficient batteries of tests and/or other data. More precisely, we see that it is not only the data themselves in which we are interested but the data as they are used by the psychologist. As Kelly (1954) has noted, the introduction of the human element into the assessment process means that the techniques of assessment (tests, data) have validity which is not independent of the assessor. The problem is, then, one of evaluation of interaction between data and user. Hypotheses 1. Clinicians are able, on the basis of psychological test, history, and interview data, to describe psychiatric patients more accurately than does a stereotyped personality description obtained by reference to the prevailing conceptions of the typical or "average" psychiatric patient.
2. (a) Psychological test, history, and interview data are not of equal value in terms of their contribution to diagnostic and descriptive accuracy.
(b) Of the psychological tests used, that which is designed to tap the inner, unconscious, and genotypic facets of personality yields a greater degree of insight into patients, and a higher level of accuracy of judgments.
3. There is a positive relationship between the amount of data available about a patient and the accuracy with which judgments, inferences, and diagnostic statements can be made about him. The information conveyed about a patient by each kind of data is additive, each succeeding datum increasing the accuracy of judgments.
4. Although there are differences among the kinds of data with respect to their usefulness or "validity," clinicians differ with respect to their success with the available techniques or data.
5. Because psychodiagnostic techniques (especially psychological tests) reveal the covert, often unconscious apsects of personality, the judgments and inferences made about patients' personality characteristics by psychodiagnosticians will agree more closely with psychotherapists' perceptions of those patients 483 after more extended therapeutic contact with them than with the therapists' impressions after only a moderate amount of such contact.
Method
Patients and instruments. Applicants 3 to a Veterans Administration mental hygiene clinic were screened during the intake process for (a) judged "stayability" in individual psychotherapy, and (6) availability for a psychological evaluation of approximately six hours in length. The psychological examination consisted of the following procedures: each patient completed a four-page Biographical Data Sheet (BBS) and the booklet form of the Minnesota Multiphasic Personality Inventory (MMPI). He was also interviewed and given a Rorschach test by the clinical psychologist who was the "diagnostician" and who performed the subsequent clinical Q sorts.
The data were made available to the clinician sequentially, and he performed a Q sort of 97 items describing phenotypic and genotypic personality and behavioral characteristics after considering each of the four major groups or kinds of data. The biographical data were uniformly made available to the clinician as the first group of data, and the initial Q sort was performed on that basis alone. Six sequences of data were possible with the remaining three kinds of data, and in order to exhaust the number of sequences each of the (five) diagnosticians examined six patients, each patient being studied by a different sequence of data. The sequence followed in a given clinician's first case was assigned by random selection, and each subsequent sequence by random selection from among the remaining (unused) sequences. It was understood that the four Q sorts in each instance would not represent interpretations of the specific data which immediately preceded them, but a summation of all the data which has been made available to the clinician up to that point in the diagnostic process. Thus, the fourth (final) clinical sort represented the clinician's integration of all the data included in the battery, rather than his interpretations of the data which were made available after the third Q sort had been performed. An 11-category quasi-normal forced distribution was used in performing the Q sorts.
After the patient had been seen for a total of 10 interviews, 4 his therapist 5 performed a (criterion) 8 The patients ranged in age from 24 to 47 years (median 32.S) and in education from 6 to 19 years (median 12.0). Approximately two thirds had disability ratings for a psychoneurotic condition and about one fifth for a psychotic condition. The degree of impairment ranged from 0% to 100% (median 10%).
* In three cases the therapist's Q sort was obtained after the eighth therapeutic interview because of the conclusion of the study. 8 Thirteen therapists drawn from each of the three major disciplines in the clinic (7 clinical psycholo-Q sort of the 97 items used by the diagnostician in describing the patient. Comparisons between the diagnosticians' four clinical sorts and the therapists' lOth-hour Q sort descriptions of the patients constitute the major data of the study. In addition, for those patients who remained in therapy for IS or more interviews, an additional Q sort description of them by their therapist was obtained at the time the study was terminated. The range of therapy interviews in this group was from 15 to 49. Comparisons between Q sort descriptions obtained at that time and the lOth-hour Q sorts as well as between the former and the diagnosticians' four clinical sorts were made. As a further methodological consideration, in 10 of the 30 cases a re-sort from the therapist was obtained between the 10th and llth therapy interviews or after the terminal Q sort was obtained in those cases remaining in therapy beyond IS interviews. The correlations between the lOth-hour Q sorts and the re-sort, and between the terminal Q sort and its re-sort are considered a measure of reliability.
Five clinical psychologist trainees comprised the group of diagnosticians (hereafter referred to as clinicians). They were at different levels of training (within the limits of the doctoral training program), but had all been employed by the VA as trainees for at least one year.
Selection of the Q sort item pool. The item pool finally selected for use in the present study was obtained from a larger pool 8 consisting of 295 items gathered from a variety of sources, including the studies by Halbower (195S) , Block and Bailey (1953) , and others. Further, each of the Murray (1938) needs was included as a separate item, as were the psychoanalytic defense mechanisms. Various of the diagnostic categories found in the Diagnostic and Statistical Manual (American Psychiatric Association, 1952) were represented by items, as were the personality and behavioral characteristics associated with the more common MMPI code types described by Hathaway and Meehl (1951) .
Each of 11 psychology trainees performed a Q sort describing their conception of the typical MHC patient (referred to psychology for testing). These sorts were summed to form a composite from which was derived a Mean Average Patient (MAP) description. The MAP description was given to each of the five clinicians in the study who dichotomized the distribution at the point where he felt that the items became, by and large, false with respect to the typical MHC patient. (This procedure was also employed by the clinicians when performing the fourth clinical sort for each patient.) The stereotype (MAP) description was compared with the criterion (therapist) Q sort for each patient. The average level of gists, 4 psychiatrists, and 2 social workers) were involved in the study. About one half of the patients were seen for therapy by psychologists. 6 This pool was made available to the author by P. E. Meehl. The 97 items used in this study may be made available upon request. agreement between the two over the sample of 30 patients was considered the baseline (chance, or expected level) against which the clinical sorts were evaluated.
The method and results of the Q sort item selection were as follows: four pairs of judges (one pair for each of the four data groups included in the diagnostic battery) rated each of the 295 items in the original pool. Each item was judged as "suitable," "of questionable suitability," or "unsuitable" to rating, on the basis of the information conveyed by the specific kind of data. The judges' ratings were arbitrarily assigned weights of 2, 1, or 0, respectively, so that each item had a possible score of 0 to 4 for each data group, and from 0 to 16 as an over-all rating. Since it was desirable that the items finally selected have relevance to each of the kinds of data utilized by the clinicians, items were selected from the larger pool on the basis of (a) a high total rating score, and (6) specific pertinence (judged suitability) to one or more of the four types of data to be used by the diagnosticians as the basis for their subsequent sortings. A total of 94 items was so selected, and two of the items were modified and expanded into five separate items, thus comprising the final 97-item pool used in the study proper. An attempt was made to equate the final pool with items judged to have particular pertinence to each specific kind of data. The extent to which an equating of the pool for items pertinent to each data type was accomplished is indicated by the data in Table 1 . From Table 1 it may be seen that the Interview, MMPI, and Rorschach were roughly comparable in terms of their item representation in the Q pool, while the BDS was distinctly underrepresented by items judged to have pertinence to that source of data.
As a further measure of the representation in the item pool of items relevant to each of the data types, the subsamples of items contained in the final pool which were rated by each of the two judges as "suitable" to a specific data type may be compared with the total pool in terms of item placements (means and variances) in the stereotype (MAP) sort. The 97-item Q sort distribution utilized in the shown that the BDS item subsample differed from the remaining three samples in the mean placement of items in the MAP sort. It would appear then, that the 97-item Q pool was underrepresented with items inferable from the BDS, and further, that the small sample of items "suitable" to rating from the BDS which was included in the total pool could not be considered a random sample from the total item pool, but rather, contained items which tended to be placed toward the less descriptive end of the Q sort continuum in the MAP sort.
Results and Discussion Reliability of the Q sort. The reliability sorts were performed by the therapists on different days, and were not separated in time by a therapeutic interview with the patient. The number of days between initial sort and re-sort for the 10 cases ranged from 1 to 42, with a median of three days. The two sorts were correlated and yielded a range of reliability coefficients from .795 to .936 (median .858, mean .866). There was little apparent relationship between the magnitude of the reliability coefficient and the length of the time interval between sorts, perhaps because of the small dispersion of the latter. These data are interpreted as indicating satisfactory reliability of the Q sort.
Results of testing Hypothesis 1. (a)
In 21 of the 30 cases the correlation between the final clinical sort and the therapist's criterion description for that patient exceeded numerically the correlation between the MAP description and the latter. The sign test indicates that this proportion would arise on the basis of chance alone in less than 5 out of 100 instances, (b) In 15 of the above 21 cases the observed differences between correlations were statistically reliable (JP<.05). (c) In 9 of the 30 cases the MAP (stereotype) description exceeded the validity of the final clinical sort. Four of the nine differences were statistically reliable, (d) In 21 of the 30 cases the number of items agreed upon by clinician and therapist on the true-false dichotomy exceeded the comparable figure in the case of In each of the above analyses, evidence of the superiority of the clinical sorts over the stereotype description is observed. Although the final clinical sort (which represented a clinician's integration of all the available data on a patient) did not always result in better than chance descriptive accuracy, it did so in a majority of the cases, and in one half of the cases the greater accuracy of the clinical description was statistically reliable. Hypothesis 1 is accepted.
Results of testing Hypothesis 2. The validity coefficients of six batteries or subgroups of data are reported in Table 2 . The data indicate that although the subsamples of patients seemed to be roughly comparable in terms of the degree to which their BDS contributed to descriptive accuracy, and they were not markedly dissimilar with respect to their "typicalness" (MAP validity), quite different validities accrued from the data (MMPI, Rorschach, or Interview) which were considered by the clinicians following the BDS sorts. None of the BDS plus MMPI or BDS plus Rorschach validity coefficients equaled or exceeded the median coefficient obtained in the BDS plus Interview group. Further, the mean validity in the latter group (.566) was significantly greater than the mean in either of the other two groups (P < .05). Also, only the BDS plus Interview mean validity was reliably greater than the average validity of the MAP description for that subgroup (P<.01) and, in addition, significantly greater than the average validity of the BDS alone for the 10 cases in the subgroup. Further, considerable differences were observed at the point of the third clinical sort, depending on which kind of data was omitted from the battery. In only one case from each of the Battery minus Interview and Battery minus MMPI groups did the validity coefficient equal or exceed the median coefficient in the Battery minus Rorschach group. Further, although the average validity coefficient in each of the three groups exceeded the average validity coefficient of the MAP description for the 10 cases in that group, in only the Battery minus Rorschach sample was the observed difference statistically reliable (P<.01). Finally, the mean Battery minus Rorschach validity coefficient (.595) was significantly greater than the mean validity coefficient in either of the other two groups (P < .05). In view of these facts, and (as may be seen from Table 2 ) since the average validity coefficient of the BBS plus Rorschach did not exceed the average validity coefficient of the BBS plus MMPI, Hypothesis 2 6 , which implies the greater validity of the Rorschach relative to the MMPI, is not confirmed.
A further method of elucidating the relative power or usefulness of the data used in the diagnostic process is reflected in Table 3 . The frequency with which each of the kinds of data immediately preceded the Q sort which yielded the highest validity coefficient of the four obtained during the diagnostic process was tabulated. In addition to the four kinds of clinical information, the MAP description is included in the tabulations. Finally, the ranks of one through five are given (inverse) weights and, when multiplied by the observed frequencies and summed, the data are ranked in terms of their contribution to the maximum validity obtained during the diagnostic process.
Several important trends may be observed in the data reported in Table 3 . First, the frequency with which the Interview yielded the greatest agreement with the therapist (40% of the cases) is striking. In addition to a possible explanation in terms of the similarity between this data type and the criterion (the fact that diagnosticians' interview impressions were correlated with therapists' interview impressions), the possibility is suggested that the diagnostic interview was in itself a quite useful technique which contributed at least as much to the diagnostic process as the best available "test" in the conventional sense. A second important fact reflected in Table 3 is the distribution of the MAP validities. It would appear that the stereotype description tended either to fit the patient very well (better than the tests) or to miss him almost completely, so that any specific test or history data about him afforded a more accurate description than did the stereotype. In 21% of the cases no single test or combination of data led to a more accurate description of the patient than was afforded by the stereotype. That the latter did not obtain by virtue of the tests' failure to describe the patients well, but rather, was due to the absolute accuracy of the stereotype description in many instances was attested to as follows. In the eight cases where the latter yielded the highest validity coefficient, the correlations ranged from .368 to .705 with a mean of .550, which is just about as good as even the best test batteries did in a given series. There appeared then, to be a subpopulation of patients for whom the MAP description was quite accurate, and for whom little further data were needed in order that they be described as adequately as the psycholo- gist was able to do on the basis of an extended workup. On the other hand, there was a larger subgroup which was quite unlike the MAP description, and for whom additional data were needed in order that they be accurately described or diagnosed. The data presented in this section, plus several of the comparisons discussed in the previous section, may be summarized by means of a ranking of the batteries reviewed above in terms of their average validity coefficients (Table 4 ). The average validity of the MAP description may be construed as the baseline or chance level of accuracy.
From the preceding, it may be seen that the kinds of data used by the clinician differed with respect to their contribution to diagnostic accuracy. By way of summarizing the relationships among the kinds of data used it would appear that (a) the superior batteries (in terms of agreement with the therapist) were those which included the Interview, (b) omitting the Rorschach test from the battery was associated with higher validity of personality descriptions than when it was included, and (c) heavy reliance on the Rorschach was associated with no better than chance accuracy of personality descriptions. Hypothesis 2 a , which postulates differences among the data in their contribution to accuracy in personality description, is accepted.
Results of testing Hypothesis 3. Hypothesis 3 implies that as data are added during the course of the diagnostic process the ac- Table 4 Average Validity Coefficients of the Several "Batteries" of Data curacy of judgments about the individuals studied increases. Further, it was hypothesized that each kind of data used in the study increases the validity of the subsequent Q sort over that of the previous Q sorts as it is added to the battery.
From Table 5 there does appear, over the entire sample, to be a consistent positive relationship between the amount of data concerning patients that clinicians had on which to base their judgments and the accuracy of such judgments. However, in spite of the consistent trend toward increments in validity as a function of the amount of data available, the absolute improvement from initial (BDS) to final clinical sort was quite small. While, on the average, the BDS sorts accounted for about 15% of the criterion variance, the sorts on the basis of the entire battery accounted for less than 25% of that variance-an absolute gain of less than 10% fewer errors in judgments (accuracy of description).
Although the actual gains in validity with additions of data were minimal, there is very good evidence that clinicians' perceptions of patients rapidly crystalize as a function of the amount of data (Table 6) . Table 6 shows clearly that the clinicians changed their impresions of a patient less and less with further increments to the available data. While they may have changed from their "average patient" conception on the basis of a patient's BDS, they were unwilling to greatly alter their statements after they had considered two or three kinds of data about a patient. In view of the rapid crystalization of clinicians' perception of patients, and only slight improvement in validity as a function of increments in the amount of data available, Bailey's (1952) finding, that clinicians in this type of enterprise begin to interpret their early inferences as facts as they are required to make further judgments, appears altogether plausible.
By way of further analysis, the number of times the addition of the MMPI, Interview, and Rorschach, respectively increased or decreased the validity of the clinicians' judgments may be interpreted as evidence of their contribution to the diagnostic battery. Considering the absolute numerical value of the validity coefficients as the basis of comparison, it may be seen that a given Q sort validity should either exceed or be less than the validity of the preceding Q sort in an equal number of cases if there were no differential value of the specific data class in the battery. The chance frequency with which each data class should yield a higher or lower validity coefficient than the immediately preceding sort is IS. Tabulation of the actual frequencies shows that the Rorschach Q sort yielded a (numerically) higher validity coefficient than the Q sort immediately preceding it in 10 cases, the MMPI in 13, and the Interview in 25. According to the sign test of significance, only the last value is reliably different from the expected value of IS. These data indicate that whether or not the data class added to the validity of an existing battery depended on the nature of the data. In this analysis, only in the case of the Interview did an increase in validity over that obtained on the basis of previously considered data accrue in a significant number of cases. Finally, although the Interview tended to add to the accuracy of judgments made on the basis of test and other data, the extent to which it contributed depended upon how much data about the patient had already been made available to the clinician. That is, if the Interview was held early in the diagnostic process a much greater contribution to the validity of the clinician's judgments was made than if the Interview was held later, or was the last procedure employed. Since there is evidence indicating that clinicians tended to crystalize their thinking about patients early in the diagnostic process regardless of the specific data on which their judgments were made, it appeared that if the Interview was a part of the early body of data on which closure was based, a relatively high level of validity obtained, not only at that point, but also at the completion of the diagnostic process. However, though the Interview was a powerful diagnostic technique, it could not overcome the false leads obtained early in the diagnostic process on the basis of the less valid measures or techniques. Table 7 contains the data on which these conclusions are based.
In summary, the relationship between the amount of data available to clinicians and the accuracy of their judgments appeared to be complex rather than as simply stated in the hypothesis. When all cases and all data groups were considered, there appeared to be a consistent trend toward increased accuracy (validity) as further increments to the data were made. However, the above relationship is seen to depend largely on the nature of the data which were added to the battery. In the case of the Rorschach, decrements in validity were as frequently observed as were increments when that test was added to the battery, while the Interview almost invariably added to the accuracy of the diagnostic judgments, the degree of the latter being related to the point in the diagnostic process at which it occurred.
Results of testing Hypothesis 4. Hypothesis 4 states that individual differences would be observed among the clinicians in terms of their success with the kinds of data utilized. The analysis in this connection is a rather straightforward one, namely the tabulation of the frequency with which each clinician's highest validity coefficient in each of his six diagnostic cases followed the introduction of each of the four data types. Table 8 contains the pertinent data.
First, it should be noted that with the exception of the BBS, which was routinely analyzed first and without benefit of other test data being available, sequence or ordinal position in the diagnostic process is not a significant factor in the distribution of validity scores, since the figures were computed on the basis of the entire sample of 30 cases, Table 8 The Frequency with which Each of the Data Groups which indicates that each of the MMPI, Rorschach, and Interview was second, third, and fourth an equal number of times (10) in the sequence. The cell frequencies in Table 8 may be evaluated for significance by means of a nonparametric test. Since, for each clinician, there were six trials (patients) and four datatypes, the mean expected frequency per cell is 1.5. Further, the probability that a specific data group (test) would yield the highest validity coefficient in a given case is one in four (.25), of the same data group being highest in any two cases (.0625) (IS) = .9375, in any three cases (.015625) (10) = .156, in any four cases (.00390625) (10) = .039, in any five cases (.0009765625) (4) = .004, and in all six cases .0002. From these facts it may be said with statistical confidence that clinicians B and D were more successful with the Interview, relative to their use of the other data, than were clinicians A and C, relative to the latter's use. of the other data. Although these relationships are quite clear from a descriptive point of view, it is not possible from the data to explain the relationships, or to make inferences to over-all diagnostic (or even interview) ability. It may be seen in this connection that the fact that clinician D obtained his greatest validity on the basis of the Interview in each instance could have come about as readily from a lack of skill with the other data as from some unique interview acumen.
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A further matter relating to individual differences among the clinicians concerns their over-all level of accuracy in the diagnostic enterprise. An evaluation of this factor was accomplished as follows: the 30 validity coefficients obtained by the five clinicians were ranked in terms of their magnitude, and each clinician's distribution of six coefficients was obtained. An analysis of variance was applied to the five distributions of validity co-8 A further interesting possibility is suggested by the data in Table 8 , namely, that a trend indicating a relationship between the amount of experience (level of training) of the clinician and his degree of success with psychological tests may exist. Though the range of experience among the clinicians was relatively small, it is interesting to note that only in the case of the most advanced trainee were the tests used to particular advantage. efficient ranks, and yielded an F of 12.8 indicating a probability of less than .001 that the distributions of ranks represented random samples from a common source. A t test analysis of the individual distributions of ranks indicated that clinician E produced validity coefficients significantly lower than those of the other four clinicians. Further, only two of clinician E's six validity coefficients exceeded the lowest median coefficient obtained by any of the other clinicians. Although it would have been desirable to relate the degree of experience and the level of the clinicians' training to their relative success in the diagnostic enterprise, the range of experience (training) among the five was quite restricted. However, as indicated in Table 9 , the fourth year trainee had the highest median validity coefficient, while the second year trainee had the lowest coefficients. Ideally, of course, a critical evaluation of the relative power or usefulness of various kinds of data, and a definitive statement of the relationships between amount of experience (or level of training) and diagnostic accuracy, would require study or a group of thoroughly trained, broadly experienced clinicians, rather than persons at the initial phases of their training such as were represented in this study.
Results of testing Hypothesis 5.
Hypothesis 5 states that the agreement between diagnosticians' judgments about patients and those made by the patients' psychotherapists would increase as a function of the amount of therapeutic contact the latter had with the patients.
For 10 of the 30 patients, criterion Q sorts were obtained from the therapists at a point in therapy well beyond the 10th hour, the point at which the original criterion Q sorts were routinely obtained. The number of therapy interviews which had taken place at the time of the terminal Q sort ranged from IS to 49 (median of 23). In each case the clinician's final sort was correlated with the terminal criterion sort of the therapist and the distribution of such coefficients was obtained. The coefficients obtained between the clinical sorts and the lOth-hour sorts for the 10 cases were also noted and a comparison between the two sets of data is interpreted as reflecting the relationship between amount of therapeutic contact and therapist/diagnostician agreement. 8 The data in this analysis do not support the hypothesis as stated. The average of the validity coefficients of the clinicians' Q sorts was the same when compared with therapists' judgments based upon more extended therapeutic contact, as when compared with therapists' sorts based upon only 10 interviews.
Summary and Conclusions
The relative contribution of four commonly used kinds of clinical information to the description of the personality characteristics of male veteran psychiatric outpatients was studied.
Five clinicians studied the group of patients from a psychodiagnostic point of view, and performed four Q sorts of items describing the patients' personality characteristics and current psychiatric status. Increasing amounts of tests and other relevant data concerning the patient were made available to the clinicians sequentially. The data considered by the clinicians included (a) a fourpage Biographical Data Sheet (BBS), (b) the patient's MMPI profile, (c) a Rorschach protocol (administered, scored, and interpreted by the clinician who performed the four Q sorts), and (d) a diagnostic interview conducted by the clinician. In each case, the sequence in which the clinician obtained and 9 The therapists' terminal criterion sorts were also compared with the corresponding lOth-hour criterion sorts. The resulting correlation coefficients ranged from .580 to .850 (median .734), which suggests that the therapists did not markedly alter their impressions of their patients (as reflected by the Q sort) between the 10th hour of therapy and the point at which the terminal sort was performed, considered each of the above four kinds of data was specified. Although the BBS was always the first data-group considered and Q sorted, the other three kinds of data were arranged in the six possible sequences and each sequence was followed in one, and only one, diagnostic case per each of the five clinicians. A Q sort was performed after the clinician considered each kind of data, and the final sort represented the clinician's integration and interpretation of all the available data concerning the patient under consideration.
Each patient was assigned to a psychotherapist in the usual clinic manner, with the exception that the psychological test results and the usual written report were not made available to the therapist. After the patient had been seen by the therapist for 10 interviews (in three cases for only eight interviews) the therapist performed a criterion Q sort, describing the patient as he saw him on the basis of his therapeutic contact and whatever record material was available on him.
On the basis of the comparisons between the diagnosticians' and therapists' Q sort descriptions of patients, the following conclusions were drawn:
1. Although in some instances a stereotype personality description was the most accurate description of the patient obtained, bettering even the clinician's judgments made on the basis of any or all of the available test, history, and interview data, clinicians were generally able to describe psychiatric patients more accurately than did a single stereotyped description obtained by reference to the prevailing conceptions of the typical psychiatric patient seen in that setting.
2. Significant differences among the kinds of data were observed in terms of their contribution to accurate personality descriptions.
3. The diagnostic interview was consistently observed to contribute to greater accuracy of judgments about the personality characteristics of the patients. The interview was most useful when it was held early in the diagnostic sequence.
4. Neither the Rorschach nor the MMPI appeared to increase the validity of previous judgments in a significant number of cases (more frequently than they detracted from previously established validity of judgments).
5. Biographical data appeared to be a promising source of information in accurately assessing the personality characteristics of psychiatric patients. The EDS at least "held its own" relative to the other data even though underrepresented in the item pool and routinely considered without collateral information or data about the patients.
6. The relationship between the amount of information available to the diagnostician and the accuracy of his judgments is complex rather than linear, and varies according to the particular type (or kind) of data made available to the clinician.
7. Clinicians differ among themselves with respect to their over-all diagnostic accuracy, and also in terms of their success with the various tests or kinds of data utilized in the diagnostic process.
8. There was little difference in the degree of agreement between diagnosticians and therapists as a function of the amount of therapeutic contact (over a certain minimal amount) the latter had with specific patients.
9. The over-all agreement between diagnosticians and therapists was rather modest (mean r = .48), suggesting that somewhat different frames of reference were emphasized by each.
